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Not infrequently the cry theniii tons eruptions due lo arsenic pass from
the localized forms mentioned into a general erythema with exfoliation;
the skin is infiltrated and thickened, and the condition is then a true
erythrodermia. Similar conditions with less sealing also occur after toxic
reactions to gold, mercury, bismuth, and antimony given internally, and
to certain drugs, such as chrysarobin and oil of cade, applied (o the
skin, although in the latter instances the underlying condition, usually
psoriasis, is probably the determining factor. liven without treatment
by irritants psoriasis is occasionally followed by a general exfolialive
dermatitis (or crythrodermia) which may persist for years, and more
rarely the same eruption is a sequel lo seborrhoeic dermatitis, pityriasis
rubra pilaris, or lichen planus. In such cases evidence of the primary
disease often exists, the crylhrodcnnia runs a benign course, and with
its disappearance the original disease may reassume its ordinary char-
acter. On the other hand, such secondary erythrodennias occasionally
run an acute course; rapid wasting indicates a grave toxaemia with a
fatal issue, thus showing no essential difference from a primary erythro-
dermia.
The treatment apart from that of the primary skin disease is on the
same lines as that to be discussed for the next group.
Erythrodcrmia also occurs as a rare prcinycotte phase of mycosis fun-
goides, but in this disease the unusual feature of intense itching which
probably preceded the eruption suggests the diagnosis. The lymphatic
glands may be enlarged, but the blood count distinguishes the condition
from leukaemia, which very rarely simulates it, and the late appearance
of tumours is quite characteristic. Sequeira and Panton described a
series of cases of lymphoblastie crythrodermia, of which the striking
feature was a relative and absolute increase of the lymphocytes, espe-
cially the small lymphocytes (which were as high as 80 per cent of total
counts of 8,000 to 60,000). The skin in their cases was described as of a
dull rose-red brick colour with scaling. Pruritus was a prominent
feature. Glandular enlargement was present in all but never to the extent
seen in chronic lymphoid leukaemia. The disease ran a chronic course
over some years and was unaffected by treatment. These cases of lympho-
blastie erythrodermia are still by some regarded as manifestations of
chronic leukaemia, and the relatively low white count is ascribed to an
aleukaemic phase. As a matter of fact erythrodermia is a very rare com-
plication of leukaemia, and when it does occur it is usually scaly and
the skin is appreciably infiltrated. Skin infiltration with nodule and
tumour formation may occur in myeloid leukaemia, but it does so with-
out erythrodermia and has a characteristic blood picture associated
with it. In Sequeira's cases lyrnphocytic infiltration of the skin only
occurred in the last stages, which is a further distinction. Diagnosis is
difficult in this group, and in all cases examination should include the
spleen and lymphatic glands, repeated differential blood counts, and
when possible biopsy of the skin and glands.
A congenital form of erythrodermic xerodermia has been described